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ATTACHMENT 4.19-B
PAGE 3a

h. The state Agency has access to data identifying maximum charges
allowed and such data will be made available to Secretary of HHS
upon request.

1. A separate fee schedule for obstetric and pediatric services is
maintained in order to demonstrate that the fee-for-service rates
will insure these services are available to Medicaid recipients at
least to the extent that such services are available to the general
population in a geographic area.

J. Payments to licensed midwives are made at the lesser of the actual
billed charge or 77% of the amount allowed by the fee schedule for
the same service when provided by a physician.

k. Certified nurse anesthetists and anesthesiologist assistants are
reimbursed a rate per anesthesia unit for the procedure and for
units of time at rates for medically directed and non-medically
directed services.

1. Certified Nurse Practitioners and Clinical Nurse Specialists will be
reimbursed at 90% of the payment rate paid to physicians as
described in Item I of Attachment 4.19-B.

m. Licensed Independent Social Workers (LISWs) and Clinical Nurse
Specialists (CNSs) will be reimbursed as described in Item [ of
Attachment 4.19-B.

n. A separate fee schedule for Personal Care is maintained in order to
demonstrate that the fee-for-service rates will insure these services
are available to Medicaid recipients.

8. The fee schedule 1s examined periodically and adjusted. In all cases, when
making changes to the fee schedule there is no differentiation between
public and private providers with regards to reimbursement for the same
service. The fees are available in a published fee schedule.
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ATTACHMENT 4.19-B
PAGE 7 \

VI For laboratory services, payment does not exceed maximum levels allowed by the
Title XVIII carrier.

V1I. Payment for dental prostheses is made using the same methodology for
professional services as outlined in Section | of this attachment.

Payment for durable medical equipment and prosthetic and orthotic appliances is
made at the lesser of the provider’s billed charge or the current Medicaid fee
schedule.

When a Medicaid fee schedule amount is not available durable medical
equipment is reimbursed at the actual acquisition cost plus a percentage. When
the actual acquisition cost is $1,000 or more. reimbursement will not exceed
actual acquisition cost plus 15 percent. When the actual acquisition cost is less
than $1,000, reimbursement will not exceed actual acquisition cost plus 25
percent.

Payment for parenteral and enteral nutrition products is made at amounts that do
not exceed those paid by Medicare.

Payment for frames and lenses are made at the lesser of Medicaid fee schedule
amount or the invoice cost. This limit, as well as payment for dispensing
eyeglasses. 1s made at a level established by the Department with consideration
given to payment practices ot other third party organizations, negotiations with
appropriate professional socicties, and the usual charges of the providers tor
services to non-Medicaid patients.
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